Objective-To assess the health status of patients with 11 common illnessesasthma, diabetes, arthritis, back pain, sciatica, hypertension, angina, anxiety, depression, and heart attack and stroke. Design -Face to face interview using a structured questionnaire which contained the Short Form 36 questionnaire (SF-36) and questions on lifestyle, health service utilisation, and self reported conditions treated by physicians. Setting -Patients' homes, in West Glamorgan, Wales. Subjects -Twelve hundred adults, aged 20-89 years, were randomly selected from the register of the family health services authority. Main outcome measures -The eight scales within the SF-36 health profile. Results-The response rate was 82%. Each illness had a distinctive profile; patients with anxiety or depression reported the worst health experience in role limitations because of emotional problems and mental health, while patients with back pain, arthritis, or sciatica registered the three highest negative scores in bodily pain and role limitations due to physical problems. For all disease groups, the general health perceptions of those with the disease was significantly worse than those without it (p < 0 01). Conclusions -The SF-36 allows comparison of the health status of patients suffering from different conditions. Data such as these can be used to inform better purchasing decisions on how resources might be more effectively deployed and as a bench mark to monitor the effects of multiple health care interventions by conducting serial surveys.
The SF-36 measures factors of prime concern to the patients, namely functional status, well being, and overall health. It provides yardsticks for health status comparisons both in subjects with the same condition and between those with different conditions. This paper reports the findings of a health status survey involving a random sample of the general population, in which the health profiles of patient groups suffering from a variety of common medical conditions are presented.
Methods
In March 1993, a questionnaire which contained the SF-36 and a variety of questions on lifestyle, health service utilisation, and self reported physician treated conditions was administered by trained health visitors to a sample of adults, aged 20-89 years, from West Glamorgan in their own homes. The study population was selected by taking a systematic sample of 1200 people (every 310th patient) from the family health services authority register. The sample size required was calculated with a power of 80% to detect a 5% point change in physical functioning in serial survey at a significance level of 1%. The calculation indicated that a sample size of 842 completed interviews would be required, and the final sample of 1200 was selected on the basis of allowing for a degree of inaccuracy in the register and an estimated response rate of 85%.
People who had died or moved away were identified by the interviewers questioning the new inhabitants, relatives, or neighbours during household interviews after a minimum of three unsuccessful attempts at the original address.
The SF-36 is a 36 item questionnaire which measures eight parameters of health statusphysical functioning (10 items), role limitations because of emotional problems (3 Only one condition, back pain, is common to both our study and that reported by Garrett et al. In both studies, patients with back pain scored significantly lower on each of the 8 parameters measured by the SF-36. In all but one of these parameters, however, general health perceptions, the mean score differences in our study were much smaller than in the Scottish study. There is an obvious reason why this should be so. Our study classified people as having back pain if they reported being treated by a doctor for back pain at any time during the previous 12 months, whereas Garratt et al identified patients referred to outpatients or treated by their general practitioners during a three month period. The difference in timescales will mean that more of the patients in our study would be expected to have less active problems thereby resulting in a higher mean score (better health) in parameters such as physical functioning, social functioning, bodily pain, or vitality.
The difference between the results in the two studies could be a function of differences in methodology; self reported, physician treated cases were counted in this study and physician reported cases in the study of Garratt et al. Self reported, physician treated illness may not be as accurate as physician reports but is frequently used in classifying patients into diseased and healthy groups, particularly in studies on asthma.8 The use of self reported physician diagnosed illness as a case definition also has the advantage that it is suitable for use in a population based study and avoids the selection bias inherent in general practice or hospital based studies. Moreover, although a case definition based on self reported illnesses is unlikely to be 100% sensitive or specific, the resulting misclassification is likely to diminish, rather than strengthen, the apparent effects of any real associations. Thus, when an association is observed, it is likely to be of significance.
The alternative to using self reported or physician reported illness is the use of specific diagnostic instruments, which is not a perfect solution either. Consider the use of the Rose Questionnaire for angina, the most frequently used community diagnostic measure9 The sensitivity and specificity of this instrument has never been measured in a community setting, but assuming the unlikely high figure of 95% for both, its use in a population with a true prevalence of, say, 7% would result in an apparent prevalence of 11 65%, and a large degree of misclassification. Apart from questions about the usefulness of established diagnostic questionnaires in relatively low prevalence situations, the inclusion of a large number of such instruments in a community study would be logistically impossible.
In our study the groups of conditions included were chosen on the grounds that they were common conditions and it should be reasonably easy for an individual to determine whether they fitted into any of the categories. Each participant had the option of answering "unsure" to each of the questions on morbidity. In all cases the number reporting an illness outnumbered those "unsure" by at least 6:1. In addition, the age distribution of cases was as expected, with the prevalence of diabetes, angina, hypertension, heart attacks, and strokes increasing with age, further supporting the validity of the self reported data. This is further enhanced by the observation that the mean score difference varies in a predictable manner among the disease group -that is, that patients with anxiety or depression reported the worst health experience in role limitations because of emotional problems and mental health and patients with back pain, arthritis, or sciatica registered the three lowest scores in bodily pain and role limitations because of physical problems.
The comparisons between the 11 patient groups in the table are worthy of note. The reader can, at a glance, compare the profiles of the groups and determine the relative impact on the patient of the various diseases. It is possible to compare disease groups such as arthritis, angina, and depression, and gain an impression of the health related quality of life of persons with such conditions. There are two obvious uses for such data. Firstly, they allow health planners to compare the health related quality of life of people suffering from dissimilar conditions. These data, when considered alongside information on the numbers affected, the benefits of therapy, and current disease specific expenditure, would provide useful additional information when strategic decisions on the shifting of resources between treatment groups are being made. Secondly, they provide a baseline of the current health related quality of life of individuals suffering from a variety of conditions. As newer and better treatments are developed and health care purchasing becomes more needs and outcomes based, serial surveys would indicate whether such changes are followed by the expected improvements in the health status of individuals with specific conditions. In this respect there is a need for larger and more comprehensive surveys than this one.
Our results indicate that serial surveys of 3000 respondents would be required to yield an 80% chance of detecting a 12 points improvement (50%) in physical functioning in those with strokes, one of the least common conditions in our survey. The corresponding sample size for those with arthritis, a more prevalent condition, is only 600.
An alternative approach to increasing the sample size by such an extent is to enrich the sample with more cases by proportionately sampling more elderly people in whom many of the conditions are more common. Yet another approach would be to amalgamate data from adjacent health districts to increase the effective sample size and increase the statistical power at the regional level without increasing the cost per district.
The alternative approach to monitoring health status changes at the population level in those with specific diseases would be to create disease registers for each condition of interest and carry out individual studies into each condition. This approach, however, is likely to be considerably more expensive. Health authorities interested in monitoring the health status of individuals with chronic conditions should consider adopting the population survey approach outlined in this paper.
